INTRODUCTION
Pancreatic anastomotic failure is the most important determinant for morbidity and mortality following pancreatoduodenectomy (PD). Many reconstruction techniques have been extensively studied in the last two decades in an attempt to reduce the incidence of pancreatic fistula [1] [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] .
Pancreaticogastrostomy (PG) has recently been reappraised as a more secure procedure over pancreaticojejunostomy (PJ) and many reports support the lower rates of pancreatic anastomotic failure with PG than with PJ [13] [14] [15] [16] . Several different methods of anastomosing the pancreas to the stomach have also been introduced with greatly improved results [5, 12, 15, 17, 18] .
In the present report, we describe our reconstructive Fig. 1 . Two stay sutures on both ends of the pancreatic stump. After resection of the pancreatic head and duodenum, the pancreatic stump is freed about 4 cm from all retroperitoneal attachments. The duct of Wirsung is incannulated with a short stent tube and 2 stay sutures on both ends of the pancreatic stump are applied for traction. technique of PG after PD: transpancreatic suture with a buttress method through an anterior gastrotomy, and this can provide an easy, secure pancreatoenteric anastomosis.
We also discuss this procedure's effectiveness for reducing the incidence of postoperative complications. However a simply biochemical pancreatic fistula, which was classified into grade A, was not defined as a pancreatic fistula in this report. Delayed gastric emptying was defined as being present when postoperative nasogastric suction was required for more than 10 days combined with a failure to progress with oral feeding.
METHODS

Patients and methods
Surgical techniques
After resection of the pancreatic head and duodenum with or without preservation of the pylorus, the pancreatic stump is freed from retroperitoneal attachments for about 4 cm. The duct of Wirsung is identified and incannulated thesurgery.or.kr with a short stent tube in order to avoid being sutured during anastomosing the pancreatic remnant to the stomach.
Hemostasis on the cross-section of the pancreas was done by electrocautery or 4-0 monofilament suturing. Two stay sutures on both ends of the pancreatic stump are applied for traction of it into the gastric cavity (Fig. 1) .
The stomach is approximated to the pancreatic stump, and a longitudinal gastrotomy in the anterior gastric wall just above the presumed site of the PG in the posterior gastric wall is performed with an ultrasound scissors (Harmonic Scalpel UltraCision, Ethicon Endo-Surgery Inc., Cincinnati, OH, USA) ( For these reasons, the management of a pancreatic remnant after PD has been of great concern to pancreatic surgeons and numerous techniques to reduce the pancreatic fistula have been described such as PJ or PG, end-to-end or end-to-side anastomosis, invagination or duct-to-mucosa anastomosis, the use of an isolated Roux-en-Y limb, binding PJ, the pancreatic duct stenting methods, application of topical adhesives and duct occlusion without pancreatoenteric anastomosis [1, [4] [5] [6] [7] [8] [9] [10] [11] 19] . We started to adapt PG after PD in 2001 because of the superiority of PG over the PJ: the proximity of the stomach and the pancreas, the thick posterior wall and excellent blood supply of the stomach, a lack of enzyme activation in the stomach and finally less tension on the anastomosis through the nasogastric continuous decompression of the stomach.
We then revised the previous PG method based on the above mentioned analysis of the pancreatic anastomosis.
In order to minimize the pancreatic laceration during suturing with a needle or tightening of the suture thread, we As shown in Fig. 4 , the pancreatic stump is sufficiently invaginated into the gastric lumen, and this guarantees adequate drainage of the pancreatic juice secreted from the accessory pancreatic ducts on the cross-section planes.
The main pancreatic duct was incannulated using a short internal stent and then fixed with an absorbable suture. This is principally for facilitating identification of the Wirsung duct and avoiding inadvertently suturing it during the anastomosis.
With regard to the pancreatic fistula observed in the present study, it occurred in the early phase of our experience and in the case with a very soft pancreatic texture.
Excessive traction to the stay sutures in order to insert the pancreatic stump into the gastric lumen damaged the soft pancreas and this resulted in partial amputation in the pancreatic stump. We estimated that this damaged portion of the pancreas slipped down out of the stomach and evoked leakage. This pancreatic fistula was resolved with conservative therapy and it was classified as grade B according to the ISGPF criteria. Afterward, this excessive traction was prevented by obtaining an adequate length of the posterior gastrotomy (3/4 the length of the pancreatic stump) and sufficient mobilization of the pancreatic stump (at least 4 cm) and pancreatic leakage never happened again after this.
In conclusion, this is a novel PG using two transpancreatic sutures with buttresses, and this procedure is performed through an anterior gastrotomy. We believe this technique is simple, secure and it possesses several advantages over the conventional PG: it is very easy to perform, it is less traumatic to the pancreatic stump, it can be performed through a mini-laparotomy due to the good vision and straight sutures and it is secure owing to anchoring the invaginated pancreatic stump to the stomach posterior wall with buttresses. However, to determine its superiority over the conventional procedures, this operative technique should be more comprehensively evaluated in a larger series.
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